Pulmonary atelectasis in children was often found to have cleared soon after diagnostic bronchoscopy. Re-ventilation occurred even in children in whom the collapse had resisted the usual methods of treatment during preceding weeks or months. It was, therefore, decided to bronchoscope every child with pulmonary collapse provided the collapse was known to have existed for more than five weeks. In a few children the examination was carried out sooner than five weeks after the existence of the collapse was known, either because the indications were urgent or because the collapse could reasonably be assumed to have existed for a considerable time.
Pulmonary atelectasis in children was often found to have cleared soon after diagnostic bronchoscopy. Re-ventilation occurred even in children in whom the collapse had resisted the usual methods of treatment during preceding weeks or months. It was, therefore, decided to bronchoscope every child with pulmonary collapse provided the collapse was known to have existed for more than five weeks. In a few children the examination was carried out sooner than five weeks after the existence of the collapse was known, either because the indications were urgent or because the collapse could reasonably be assumed to have existed for a considerable time.
Bronchoscopy was carried out on 50 consecutive children admitted with atelectasis, unselected apart from the exclusion of cases due to foreign body, and irrespective of the presumed aetiology of the collapse. Sixty-seven collapsed lobes were present in these 50 children, whose ages ranged from 17 days to 12 years, the average age being 3 years 11 months. The lobes involved were: right upper, 14; right middle, 17; right lower, 21; left upper (including lingula), 7; left lower, 8. In 15 cases several lobes were collapsed. The collapse was known to have existed from three days to two years four months, the average being 15j weeks.
Antero-posterior and lateral radiographs were taken 10 days after the examination. The effect of bronchoscopic aspiration was considered good if the lung had re-expanded after 10 days, fair if it had cleared one month after bronchoscopy and poor if the collapse persisted.
Results
Of the total of 67 collapsed lobes, 34 (51 %) cleared in 10 days, 13 (19%) Jackson's advice, all children were given a general anaestetic as it was felt that psychic trauma might otherwise result. Also, the examination can be carried out much more quickly in an unconscious than in a strugling child. The anaesthetic used was usually pentothal and curare, but several examinations were carried out under trilene, nitrous oxide or ether anaesthesia. In no case did anaesthetic complications arise. It was found that the appearance of the trachea and carina was often markedly affected by the use of curare. The posterior tracheal wall was slack and bulged into the tracheal lumen, and similarly the carina was 'slacked off' so that its edge became blunt and shortened anteroposteriorly. In several cases the introduction of lipiodol was attempted, using a specially adapted sucker which was passed through the bronchoscope. Whilst individual lobes could be well filled, attempted filling of the whole side gave poor results because the child could not be positioned satisfactorily with the bronchoscope in situ.
There were no post-operative complications, and oil aspiration pneumonia due to lubrication of the bronchoscope with liquid paraffin (Brimblecombe, Crome and Tizard, 1951) did not occur. As the examination hardly ever lasted longer than 10 minutes local and general upset was negligible. There was no difference in the course of those children who had a penicilin cover for 24 hours before and 48 hours after bronchoscopy, and those who did not.
ARCHIVES OF DISEASE IN CHILDHOOD Discuso
It has long been recognized that atelectasis either alone (Lander and Davidson, 1938) or in the presence of infection (Tannenberg and Pinner, 1942) is the precursor and main cause of bronchiectasis (Coryilos and Birnbaum, 1929; Anspach, 1934) . The parts of the lung most commonly involved in atelectasis are the same as those most commonly affected by bronchiectasis (Lees, 1950) . There is general agreement that the likelihood of bronchiectasis developing in an atelectatic lobe depends on the length of time the lobe remains collapsed (Nicholson, 1949) . Clearly, therefore, the recognition and early and effective treatment of atelectasis in childhood are of the utmost importance if permanent bronchial dilatation is to be avoided.
Various methods of treatment have been used, such as inhalation of carbon dioxide, postural coughing and postural drainage, heavy percussion of the chest wall and breathing exercises. Many of these methods are difficult or impossible to carry out in children, and in any case they are unlikely to be successful if the collapse has persisted for any length of time (Ellis, 1933) . On the other hand bronchoscopic aspiration of an obstructed bronchus is frequently effective in clearing a collapsed lobe, and has the additional ,advantage of allowing the cause of the collapse to be established in a large number of cases (Holinger, 1950) .
Summy
Bronchoscopic aspiration in cases of atelectasis in children frequently leads to re-expansion of the collapsed lobe, and therefore prevents bronchiectasis. Results are better when the collapse is due to an acute infection, and less good if collapse results from pressure by glands on a bronchus. The general and local upset following bronchoscopy in children is slight.
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